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Introduction: Incidence and etiology of persistent pain after stapled hemorrhoidectomy remain uncertain.
Characteristics, clinical course andmanagement of this complicationhavenotyet beenassessed. Purpose of
this essay is to describe our experience with persistent pain in our series of patients with this technique.
Methods: This retrospective study evaluated 126 cases of stapled hemorrhoidectomy treated from 2006
to 2009. We gathered information on each patient regarding type of prolapsed hemorrhoids, number of
haemostatic suture placed, histology of each doughnut and post operative complications. A close follow
up was done in those patients complaining about pain.
Results: Early and late complications occurred in 11.9% and 16.7% of patients respectively. At two weeks
from surgery 18 patients (14.3%) were complaining of persistent pain. The average number of haemo-
static sutured placed in this group and in all series is 4.5 and 2.5 respectively. Eight patients (6.34%), 3
(2.4%) and 2 (1.6%) patients were still complaining of persistent pain at 1 month, 4 months and 6 months
of follow up, respectively. In these patients, endoanal manometry was normal at 4 months from surgery,
while endoanal ultrasound showed retained staples in 3 of them. At 7 months from surgery a staples
removal was performed in 2 patients that were still complaining of pain.
Conclusions: Incidence of pain at 2 weeks after surgery resulted in 14.3% of patients. In most patients its
etiology remains unclear but we reckon it might be related to the high number of haemostatic sutures
placed. Staples removal resulted successfully.
Crown Copyright  2010 Published by Elsevier Ltd on behalf of Surgical Associates Ltd. All rights
reserved.1. Introduction
Stapled hemorrhoidectomy introduced by A. Longo in 1998 is
a widely used operation for the management of prolapsed
hemorrhoids.1
The overall complication rate of this procedure has been
assessed in many publications and it is estimated to be between
12% and 36.4%.2,3 They can be divided into early and late compli-
cations. The ﬁrst group occurs during the immediate post operative
period (within one week from surgery) and they are represented
mainly by bleeding, constipation, urgency defecation, pain, urinary
retention, dehiscence of the suture and rectal perforation with
sepsis. Main late complications (after one week from surgery) are
anal stenosis, pruritus, urgency and pain. Unlike early complica-
tions, up to now late complications have not yet been well
documented.010 Published by Elsevier Ltd on bChronic proctalgia is an uncommon or underreported compli-
cation of this technique. The presence of pain and defecatory
urgency after surgery is named by some authors as post-PPH
(procedure for prolapsed hemorrhoids) syndrome.4 Incidence,
characteristics, time of onset and physiopathology of it has not been
clearly described yet. Most of the patients report pain during the
ﬁrst post operatory days but only in few patients it persists up to
one month from surgery. Persistent proctalgia may seriously
compromise the quality of life of these patients and its manage-
ment may be a real challenge for surgeons.
The aim of this essay is to present the incidence and manage-
ment of chronic proctalgia in a series of patients after PPH proce-
dure and to reﬂect on its possible causes.
2. Materials and methods
This retrospective study evaluated a total of 126 consecutive patients that
underwent stapled hemorrhoidectomy in the General Surgery department of Tor
Vergata University Hospital for symptomatic III and IV stage prolapsed hemorrhoids.
A PPH 03 stapling device (Ethicon Endo-Surgery, Cincinnati, OH, USA) was used and
the period of evaluation was from January 2006 till January 2009.ehalf of Surgical Associates Ltd. All rights reserved.
Table 1
Post operative complications.
Early Complications Patient N. (%) Late Complicationa Patient N. (%)
Total 15 (11.9%) Total 21 (16.7%)
Severe Pain 7 (5.5%) Severe Pain 18 (14.3%)
Urinary Retention 2 (1.6%) Hem. Thrombosis 2 (1.6%)
Hem. Thrombosis 1 (0.8%) Anal Fissure 1 (0.8%)
Bleeding 5 (3.9%)
a Within one week from surgery.
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the same surgical team. Surgeries were performed according to the same technical
guidelines described in literature for stapled hemorrhoidectomy.1 Intraoperatory “z”
haemostatic sutures (Vicryl 3/0) where placed in the anastomotic ring only when
bleeding occurred. Hospital dismissal was encouraged on the second post operative
day. Postoperative analgesia commenced with endovenosus continued pomp infu-
sion of Ketorolac (50 mg i.v.) during almost 16e24 h and continued with oral
Ibuprofen (600 mg, 2 times daily) together with Paracetamol (1 g, 2 times daily) for
the following post operative week.
The patients were followed in outpatient service one week after the procedure,
one month and ﬁnally 6 months later. Exception was done for those patients who
report some discomfort. For these patients a stricter follow up and additional
diagnostic procedures were performed. Those patients who reported proctalgia,
constipation and urgency defecation were monthly supervised and, at four month
from surgery, an endoanal ultrasound and endoanal manometry were performed.
We collect data on each patient about gender, age, comorbilities, type of
prolapsed hemorrhoids, early (within one week) and late complications. From 2005
we have routinely reported in the post operative surgical sheet notes the number of
haemostatic sutures placed in the anastomic ring; this number was retrospectively
collected for each patient for this study. Histologic examination of each doughnut
was reviewed too.3. Results
The study included a total of 126 patients, 75 men (59.5%) and
51 women (40.5%) with a mean age of 47 years ranging 25e76.
Patients were classiﬁed as ASA I (76%) and II (20%) and ASA III (4%)
by the anesthesiologist. Commonest comorbilities were hyperten-
sion in 28.5%, hypercolesterolemy syndrome in 11.1% and diabetes
in 6.34%.
Typeof prolapsedhemorrhoids that underwent surgerywas type
III in 72 patients (57%) and 54 patients (43%) affected by type IV.
We do not routinely place haemostatic sutures into the anasto-
motic ring unless it is bleeding. The placement of it was necessary in
103 patients (81.75%). In the remaining 23 patients (18.25%) hae-
mostatic sutures were not needed. The average number of haemo-
static suture in thewhole series foreachpatientwas2.5 (range:0e6).
During the same procedure 15 patients had minor surgical
excisions, mainly to remove skin tags for hygienic reasons; in
6 patients internal lateral sphinterotomy was performed for an
associated ﬁssural disease.
Patients dismissed within 48 h from surgery were 108.
Histological examination of the 126 excised tissue rings showed
no smooth muscle ﬁbers in 16 patients (12.7%) of the rings, circular
muscle ﬁbers in 10 patients (8%), circular and partly longitudinalTable 2
Comparison between groups reporting pain and without pain.
Persistent pain at 2 weeks from surgery
N. Of Cases (M/F) 18 (15/3)a
Mean Age (Range) 41 years (29e51)
Mean Follow Up (Range) 9 Months (6e11)
Muscle ﬁbers included in doughnuts 72.2%
Mean N of Haemostatic Sutures (Range) 4.5 (3e6)
a 2 patients with hemorrhoidal thrombosis and 1 with anal ﬁssure.muscle ﬁbers in 19 patients (15%), and both inner circular and outer
longitudinal muscle layers in 81 patients of the sample (64.3%).
Post operative early and late complications are resumed in
Table 1.
At 2 weeks from surgery a total of 18 patients (14.3%) were still
complaining of pain. These patients underwent to a strict follow up
with ambulatory control every month. The characteristic of this
pain was almost the same in all patients: a continuous pain local-
ized at the anus with important worsening during defecation. Eight
of this group of patients (6.35%) considered this pain as important
as to compromise a normal lifestyle and re-integration to work
despite the assumption of analgesic drugs.
Three of these 18 patients referred urgency defecation too (2.4%
of whole series). None of them referred constipation.
In this group of 18 patients there were 15 men and 3 women.
The average age was 41 years with (range 29e51 years). Comor-
bilities were only in 6 patients represented mainly by hypertension
and hypercolesterolemy. Two patients had aminor skin tag excision
performed during surgery and one had sphinterotomy performed
as well.
Two patients presented hemorrhoidal thrombosis, treated
successfully with local antithrombotic cream and 1 patient had anal
ﬁssure at 2 weeks from surgery, successfully treated with topical
nitroglycerine.
During ambulatory visit the rest of patients had not persistent
redundant mucosa at anal exploration; the suture line was up to
2 cm from the dentate line and no others alterations were found.
All these 18 patients needed intraoperatory haemostatic suture
(Vicryl 3/0) to control bleeding after the stapling procedure. The
average number of these sutures was 4.5 (range: 3e6).
The histological examination of the doughnuts specimen of each
patient in this group showed that muscle ﬁbers were included in 13
cases out of 18 patients (72.2%).
In Table 2 the characteristics of this group compared with the
rest of the series are resumed.
All these patients were treated with oral non steroidal anti-
inﬂamatory drugs (alternation of Ibuprofen 600 mg and Para-
cetamol 1gr every 4 h).
Of these 18 patients, 10 reported a relevant reduction of the pain
after almost onemonthafter surgerywith anormal re-integrationon
their work activity, including the 3 patients affected by anal ﬁssure
and hemorrhoidal thrombosis previously treated. The other 8 were
still complaining of pain (6.34% of thewhole series) after onemonth.
At this moment analgesic treatment was intensiﬁed adding oral
opioid drugs (Tramadol 50 mg, 3 times daily).
At 2months fromsurgery 3 patients reported an improvement of
their pain returning to their work and 5 patients were still referring
pain. One patient among them reported signiﬁcant improvement of
pain at the third month. At 4 months after surgery another patient
felt better.
At 4 months from surgery the remaining 3 patients underwent
an endoanal ultrasound and manometry.
Endoanal ultrasound showed images of retained staples with
a hypoechoic ring in all 3 patients (Figs. 1and2).Pain Absent at 2 weeks from surgery
N. Of Cases (M/F) 108 (63/45)
Mean Age (Range) 46 years (25e76)
Mean Follow Up (Range) 6 Months (3e8)
Muscle ﬁbers included in doughnuts 64.2%
Mean N of Haemostatic Sutures (Range) 2.5 (0e6)
Fig. 1. Endoanal ultrasound showing retained staple (arrows) at 4 months from
surgery.
B. Ielpo et al. / International Journal of Surgery 8 (2010) 648e652650Endoanal manometry showed normal values of sphincter
pressure in all patients.
At 5 months from surgery none of these 3 patients reported
a reduction of their pain, while at 6 months another one felt better
reporting only a mild discomfort during defecation. Seven months
after surgery 2 patients were still complaining about an important
pain that could be controlled only with oral pain killers; their
lifestyles were still compromised, although they could go back to
work.
Endoanal ultrasound was repeated in the three last patients and
has been compared with the previous study performed at 4 months
from surgery. Retained staples were still present in the two patients
who still suffered from pain, while they had completely dis-
appeared in the patient whose symptoms had improved.Fig. 2. Endoanal ultrasound showing more retained staples (arrows) after 4 months
from surgery.In this moment we decide to perform a transanal staple removal
in one patient and an “agrapphectomy” in the other one with
a complete remission of symptoms 3 days after surgery (Fig. 3).
4. Discussion
Proctalgia, as late complication of circular stapled anopexy for
the treatment of prolapsed hemorrhoids, known also as post-PPH
syndrome, remains still poorly characterized without a precisely
deﬁnition and its prevalence is still undetermined.
Prevalence of persistent pain after hemorrhoidopexy ranges
from 1.6% to 31% in the few studies reporting this
complication.3,5e14 This pain was ﬁrst described by Cheetham et al.
in 2000 occurring in 5 out of 16 patients in whom it persisted from
7 to 15 months.5
In 2002 Ortiz et al.6 reported a case (among 27 patients) of
persistent pain at 14weeks from surgery, and in the same year Ravo
et al.7 reported 19 cases among 1107 patients of pain lasting one
week from surgery.
In the studyof Thaha et al.8 in 2004, 3 out of a series of 77patients
were complaining about severe pain with a compromised lifestyle.
Only few authors reported about this chronic pain in their
studies, and most do not describe well its characteristics, its onset
time, duration and type of therapy adopted. In some reports the
pain is considered chronic when lasting one week after surgery and
it seems that the majority of patient recovers from it.9e11
Based on the experience of each surgeon in the questionnaires
proposed recently by Khubchandani, it seems that a lot of patients
experienced this pain after PPH procedure,4 although, up to now, it
is not well documented in literature.
Its etiology is uncertain and its management unclear. Chronic
pain has been related to different causes as smooth muscle incor-
poration in the doughnut although it may be present also without
muscle incorporation.5
It has also been attributed to persistent hemorrhoidal disease,9
sphincter spasm, rectal spasm or high anal resting pressures,10e13
suture dehiscence,9,15,16 anal ﬁssure,9 anorectal sepsis and
retained staples,9,17 low anastomosis,18 rectal pocket syndrome19
and chronic proctitis secondary to ischemia.9,20,21 But among
some of these patients, a speciﬁc etiology has not been found
making the management more difﬁcult.
Our rate of complications after stapled hemorrhoidectomy is
consistent with other reports.2 Pain at 1 month after surgery was
seen in 18 patients (14.3%). In 3 patients among this group an anal
ﬁssure and hemorrhoidal thrombosis was found during anoscopy
exploration and medical treatment resulted successfully.
Only in 13 patients (72.2% of the 18 patients) smoothmusclewas
found on it. Therefore, some patients may feel pain even if no
muscle was included in the doughnut.
Despite the limits of the present study due to its retrospective
design, our experience showed that all patients complaining of pain
needed haemostatic sutures in the mucosal anastomosis once
stapling was performed; furthermore the mean number of them
was particularly high compared with the whole series (4.5 vs 2.5),
although statistical analysis is not suitable in this case due to the
nature of the study.
On the basis of the images showed in endoanal ultrasound, our
hypothesis to explain this chronic proctalgia post-PPH procedure
may be the retention of staples caused by haemostatic sutures: we
reckon that this might cause ischemia and necrosis in the area
where the sutures incorporate the sphincter muscle and the staples
with subsequently chronic ulceration and infection.
In literature there is a need to better deﬁne this type of pain; we
propose todeﬁnepostoperative lastingpain asanentity that implies
continuous pain that worsens during defecation with only a partial
Fig. 3. Patients ﬂow-chart.
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during up to three months. Beyond this period persistence of pain
should be considered as chronic proctalgia or “post PPH-syndrome”.
In the ﬁrst group alternative causes of pain have to be ruled out
such as anal ﬁssure or hemorrhoidal thrombosis which would
improve with speciﬁc treatment, as in our series. Whereas in the
second group once the pain is lasting, diagnostic studies such as
manometry or endoanal ultrasound should be performed and
a more aggressive management including surgical procedures
should be considered.
In literature there are various publications reporting the
management of this inexplicable pain; they can be conservative as
the assumption of oral nifedipine or gabapentine suggested by
Thaha10 and Marino22 respectively or injections of steroids, local
anesthetic and transanal electrostimulation.13 It can be also an
indication of reintervention for staple removal or the more recent
agrapphectomy whenmore staples are retained later than almost 3
months, as reported by Wunderlich, that consist in the surgical
excision of the staple line with a manual refashioning of the
anastomosis.17
Our management was aggressive in those 2 patients that were
still complaining of pain 7 months after surgery performinga transanal staple removal and agrapphectomy and the surgeries
were both successfully.
We decided to proceed by performing an agrapphectomy in one
patient because more staples were retained in the suture (Fig. 2). In
the other patient only one staple was found on echography
considering the single staple removal as the best surgical
treatment.
Further studies are necessary and we think that the pathogen-
esis and management of chronic proctalgia should be better
investigated with larger numbers of patients and randomized
controlled studies.
5. Conclusions
We strongly suggest being careful with the application of hae-
mostatic suture as it might play a role in the development of
chronic proctalgia. If its placement is necessary to control bleeding,
it should be performed excluding the muscular ﬁbers and without
burrowing completely the staples.
In addition, when pain is not related to a speciﬁc etiology, we
suggest waiting before applying an invasive treatment (surgery or
local inﬁltration) at least 3 months after surgery as pain tends to
B. Ielpo et al. / International Journal of Surgery 8 (2010) 648e652652decrease with anti-inﬂammatory drugs, unless the patients or their
condition requires the necessity to anticipate it. This study may be
the basis of further investigations.
In the last months our group is reducing the number of intra-
operatory haemostatic sutures after hemorrhoidectomy searching
for a reduction of post operative persisting pain.
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